The purpose of this study was to assess the usefulness of a health information styles segmentation strategy in understanding audience subgroups. We examined the health information styles of men participating in a prostate cancer screening informed decision-making (IDM) intervention and assessed intervention effects on men with distinct health information styles. We classified participants into three health information style groups based on their independence in health decision making (independent versus doctor dependent) and engagement in health enhancement (active versus passive): independent active (IA), doctor-dependent active (DDA) and passive. We developed profiles of men in these groups: IAs tended to be white and more highly educated and to have greater baseline prostate cancer knowledge; DDAs were older, less healthy and more likely to have visited a doctor in the past year and passives tended to be younger, not to have had a recent prostate-specific antigen test and to have lower self-efficacy related to communication with doctors and less positive interactions with doctors. All groups significantly increased their prostate cancer knowledge after the intervention, but passives exhibited the greatest increase in knowledge at a 6-month follow-up. The health information styles segmentation strategy used in this study offers a viable framework for segmenting audiences.
Introduction
There has been a trend toward greater patient involvement in decisions about their health. Wider access to consumer health information, especially through the Internet, and increased recognition that in many cases clinical decisions are not 'one size fits all' have contributed to the increased emphasis on patients' informed decision making (IDM) [1] [2] [3] . IDM is particularly important in the face of uncertainty about optimal screening and treatment choices, which is the case for prostate cancer. Prostate-specific antigen (PSA) screening is controversial because of uncertainty about whether it reduces mortality and whether the potential benefits outweigh the harms, which include unnecessary worry and the side effects of common treatments. The U.S. Preventive Services Task Force concluded that the evidence is insufficient to recommend for or against routine PSA screening [4, 5] . Given the uncertainties about PSA screening, many medical associations recommend an IDM process so that men can make well-informed decisions that reflect their personal values and preferences [5] [6] [7] .
IDM involves patients obtaining up-to-date and scientifically accurate health information in a timely fashion and in a form they can understand. In order to reach different audiences and optimize their understanding of health information, researchers have examined various individual needs and preferences related to health information, including preferred channels [8] , media usage [9] , trusted sources [10] , types of information sought [10, 11] and barriers to health information seeking [12, 13] .
Given the well-recognized importance of audience segmentation for health education and communication interventions, such as IDM interventions, it is important to identify meaningful audience segments based on shared characteristics generally associated with the outcomes of interest [14, 15] . Audience segmentation strategies allow health educators and others to tailor or target health information to the identified needs and preferences of individuals or specific subgroups to make them more effective [16, 17] . Message tailoring has been identified as one method of influencing various health behaviors (e.g. dietary behavior [18] and mammography utilization [19] ). The effectiveness of tailored messages is believed to be due, in part, to the increased scrutiny that recipients give these messages [20] , which thereby increases the likelihood of a subsequent behavior change [21] .
One type of audience segmentation strategy is to develop typologies of people [15] , such as typologies based on health preferences, styles and behaviors (e.g. [22] ). For example, Miller et al. [23] identified dispositional differences in the way individuals seek health information and in the way they respond cognitively and emotionally to potentially threatening health information. As another example, Shim et al. [24] used the National Cancer Institute's Health Information National Trends Survey (HINTS) data to develop a typology based on individuals' cancer-related scanning (i.e. gathering information incidentally from the media and other environmental sources) and seeking behaviors. Both scanning and seeking were significantly related to cancer knowledge and PSA screening.
Maibach et al. [25] developed a typology that is particularly germane to IDM because it taps into patients' interaction styles with health care providers, health decision-making preferences and health information preferences. Information tailored to these preferences should be especially useful for the patient and result in improved health-related decision making. Maibach conducted a segmentation analysis of the U.S. adult population to define meaningful categories of consumers in terms of their orientation to health information and decision making. The study resulted in the development and validation of a brief screening instrument that identified four distinct groups based on differences in degree of engagement in health enhancement (active versus passive) and degree of independence in health decision making (independent versus doctor dependent): independent active (IA), doctordependent active (DDA), independent passive (IP) and doctor-dependent passive (DDP). Both IAs and DDAs value health information. Yet, these groups are distinguished from one another in that IAs have high self-efficacy for understanding health information and largely prefer to make health decisions for themselves, while DDAs have lower self-efficacy and are more likely to depend on their doctor to make decisions about their health. Both IPs and DDPs tend not to seek health information. However, DDPs are more receptive to health information from their doctors than IPs, who have little communication with their doctor [25] . Audience segmentation according to such health information styles could guide the development of targeted health education and communication interventions that will effectively reach and resonate with these distinct audiences.
This paper expands on research of Maibach et al. by applying the health information styles segmentation strategy to a sample of men participating in a community-based, prostate cancer screening IDM intervention to determine its relevance and usefulness with this sample. We examine the profiles of men with distinct health information styles in terms of their sociodemographic characteristics; knowledge, attitudes and behaviors related to prostate cancer; interactions with health care providers; and self-efficacy related to communication with providers. In addition, we explore the effects of the intervention among men with differing health information styles. This study contributes to our understanding of how populations differ in terms of their orientation to health information and health decision making so that health communication messages can be targeted appropriately and provides insight into the effects of an IDM intervention on participants with differing health information styles.
Health information styles

Methods
Study design and procedures
Designed to provide men with the information and skills they need to make informed decisions about PSA screening and to promote discussion and shared decision making with their physicians, the ;45-min intervention involved an oral presentation by a physician followed by a question and answer session, a 20-min video and print materials, including a 3-fold brochure, a 4 3 6-inch poster and a shirt-pocket decision aid. The following key intervention messages reflected the clinical evidence available at the time the interventions were developed (September 2004) [4] . (i) There are two types of prostate cancers: slow growing and fast growing.
(ii) A problem with the PSA test is that it leads some men with a slow-growing prostate cancer to get treatment that they do not need. (iii) About half of all men who get treatment for prostate cancer will have permanent side effects. (iv) Men should decide whether they feel the PSA test is right for them and talk with their doctors. The video and print materials were developed for this project using a systematic formative research process. The video conveys the experiences of four men who make different decisions about PSA screening. The men explain why they made their decision, the consequences of their decision (including treatment side effects) and their thoughts about their decision after some time had passed. The video also models PSA discussions with a physician. The print materials contain information about the PSA test and treatment, potential negative side effects of treatment and issues to consider in deciding about screening. The intervention components were delivered as a package; the individual pieces were not intended to be freestanding, particularly given the importance of the interactive exchange between the physician and participants in the community settings.
Using a snowball sampling approach, we recruited community-based organizations (e.g. faith based, fraternal, fitness and recreation and senior centers) in two North Carolina metropolitan areas that had the capacity to host the intervention sessions. The organizations received $250 for each session they hosted. Community sites advertised the intervention sessions through informal channels and invited members of their organizations and the community to attend the sessions. Most participants were organizational members. Thus, we delivered the interventions to a convenience sample of men in the organizations, with a total of 20 sessions held between September 2004 and February 2005 (with sessions ranging in size from 10 to 30 participants each).
We administered the baseline survey as men gathered at the organizations for the intervention session. We administered a follow-up survey by mail so that participants received the questionnaire ;6 months after attending the intervention session. Non-respondents received telephone reminder calls and were given the option of completing the survey by telephone. Participants who completed the 6-month survey were compensated with $10.
The full study design involved a comparison of two versions of the PSA screening IDM intervention-one presenting prostate cancer only and the other presenting prostate cancer information framed in the context of broader men's health issues. The focus of this study was on the health information styles rather than how the PSA message was framed; thus, we combined men in the two intervention groups. Research findings not touching on health information styles, but instead comparing the effects of the two versions of the IDM intervention on PSA knowledge and screening decisions, appear separately (L. 
Participants
The sample for this study was 319 men who participated in the intervention and for whom we obtained baseline data about health information style. (A total of 361 men completed the baseline survey; however, 42 men were excluded from this study because health information style data were incomplete.) To be eligible for the study, men had P. A. Williams-Piehota et al.
to be between 40 and 80 years of age and not previously diagnosed with prostate cancer. Of the men who completed the baseline survey, 78% (248/319) completed the 6-month survey.
We compared the characteristics of men who completed the 6-month survey with the characteristics of men who had dropped out of the study. Health information styles did not differ significantly, but a few sociodemographic differences emerged between the men who did and did not complete the 6-month survey. Men who dropped out were younger [mean (standard deviation) age: 55 (11) versus 63 (11), P < 0.01], less educated (high school or less: 25 versus 13%, P < 0.05), more likely to be black (41 versus 27%, P < 0.05) and less likely to have a personal doctor (76 versus 88%, P < 0.01) than men who completed the 6-month survey.
Measures
Health information style group
The baseline survey included 10 items that make up the Porter NovelliÓ Health Information Seeking Segmentation Scale (Table I ) [25] . The constructs addressed in the segmentation scale include selfefficacy for health information, prevention orientation, doctor dependence, proactive style with doctor and perceived importance of health information. Validity testing with a nationally representative sample of the US adult population demonstrated strong construct and criterion validity [25] . Cronbach's alpha for the scale was 0.71. Based on responses to the series of 10 questions that address these constructs, participants can be classified into four mutually exclusive groups that describe their health information style-IA, DDA, IP and DDP [25] . Of the 319 men surveyed, 41% were classified as IA and 47% as DDA. Because of the small numbers of participants categorized as IP and DDP, these two groups were combined into a single passive category (12%) for the purposes of analyses. Table I illustrates how individuals falling into each of the health information style groups rated (high or low) in terms of their self-efficacy for health information, prevention orientation, doctor dependence, proactive style with doctor and perceived importance of health information. In the current study, health information style is used as both a predictor and an outcome. When we examine Health information styles intervention effects on knowledge, health information style is used as a predictor variable. We also examine predictors of health information style, in which case health information style is the outcome variable.
Prostate cancer knowledge
We measured knowledge at baseline and 6-month follow-up and assessed change in knowledge over time. The knowledge items used for this study measured participants' answers to 10 questions about the following pieces of information based on conclusions drawn from the U.S. Preventive Services Task Force [4] : (i) understanding of key intervention messages: most prostate cancers are slow growing; (ii) men can live long, normal lives with slow-growing prostate cancer; (iii) men can have prostate cancer even if they have a normal PSA level; (iv) a PSA test can find both slow-and fast-growing prostate cancers; (v) a high PSA test can be caused by prostate cancer and/or an enlarged prostate; (vi) doctors agree that men over the age of 70 do not need a PSA test; (vii) there is uncertainty about which types of treatment work best; (viii) treatment side effects are fairly common; (ix) common side effects and (x) men are more likely to die from heart attack and stroke than prostate cancer. We coded responses to each of the above items as correct or incorrect ('don't know' responses were coded as incorrect) and computed a knowledge index score that ranged from 0 to 10. The Cronbach's alpha coefficient for this index was 0.68 at baseline and 0.70 at the 6-month follow-up.
Beyond the two key measures explained above, sociodemographics, attitudes, health behaviors and health status were also measured. A number of attitudinal measures were included. We tapped into perceived risk with the question 'How likely do you think it is that you will develop prostate cancer in the future? Would you say your chance of getting prostate cancer in your lifetime is . ' (1 = 'very low'; 5 = 'very high'). The extent of agreement with the statement 'If my health worsens, it's a matter of fate' (1 = strongly agree; 5 = strongly disagree) was used to assess fatalistic attitudes. Plans to get a PSA test in the future were measured with the item 'Do you plan to get a PSA test in the next 12 months?' (yes/no). To assess men's preferences related to participation in the PSA screening decision-from more doctor dependent to more autonomous-we adapted a measure previously developed and tested by Degner et al. [26] [27] [28] . We asked men 'How much would you like to be involved in the decision about whether or not to get a PSA test?' with response options of leave all decisions to my doctor/ doctor make the final decision but seriously consider my opinion/doctor and I share responsibility for the decision/I make the final decision after seriously considering my doctor's opinion/I make the final decision. Health behavior measures included 'How much attention do you usually pay to information about health or medical topics?' (1 = none; 2 = a little/some; 3 = a lot) and 'When did you have your most recent PSA test to check for prostate cancer?' with response options of <6 months ago/ 6-12 months ago/1-3 years ago/>3 years ago/I never had one. Health status was assessed with the question 'In general, would you say your health is . ' with responses rated on a five-point scale (1= 'excellent'; 5= 'poor').
Data analysis Descriptive analyses
We conducted chi-square tests and t-tests to examine the characteristics of the sample overall and to test for significant differences among the three health information style groups-IA, DDA and passives. We examined differences in sociodemographics, knowledge about PSA screening, attitudes and health behaviors. Then, we assessed differences among the groups in their reactions to the information conveyed during the presentation.
Multivariate analyses
To determine the relationship between sociodemographic and other variables and the health information groups, we conducted a multinomial logistic regression model [29] with the variables from the bivariate analyses (i.e. chi-square tests and t-tests) as predictors of health information group. For these analyses, the passive group was used as the P. A. Williams-Piehota et al.
reference category (i.e. the IA and DDA groups were each compared with the passive group). By including all the variables in the same model, we could determine which variables remain significant when accounting for other possible predictors.
Next, we explored differences among the health information style groups in prostate cancer knowledge and changes in knowledge over time (using the 10-item knowledge index). We used a generalized linear model to examine predictors of knowledge at baseline and 6-month follow-up. We interacted time and health information style group in the model to assess whether changes in knowledge over time differed across the three groups.
We included nearly identical predictors in our two multivariate analyses. In the analysis predicting health information style, we included variables that prior research has shown to be associated with seeking cancer information to see if these relationships were evident in our sample and for the segmentation strategy examined in this study, including health status, having a personal doctor and perceived risk [30] [31] [32] . In the analysis using health information style as a predictor of change in knowledge, we controlled for the effects of these same variables.
Results
Sociodemographic characteristics
The study population had a mean age of 64 years (SD = 10.82) and earned nearly $30,000 per person a year on average. The sample tended to be white (70%), have a college degree or higher (58%) and have health insurance (95%) and a personal doctor or nurse (85%). Although 85% of participants reported excellent or very good health status (85%), 28% said they had been diagnosed with some kind of cancer other than prostate.
Results of t-tests and chi-square tests comparing the groups allowed us to characterize the three groups by sociodemographic characteristics (Table II) . IAs were more likely to be white (than passives, P < 0.05), have more formal education (than DDAs and passives, P < 0.001) and have higher incomes (than passives, P < 0.05). DDAs were older (than passives and IAs, P < 0.01), more likely to have Variables reported as percentages were tested with chi-square analyses and variables reported as means and standard deviations were tested with t-tests. *P < 0.05, **P < 0.01 and ***P < 0.001.
Health information styles visited the doctor in the past year (than passives, P < 0.01) and more likely to have Medicare and/or Medicaid coverage (than IAs, P < 0.05). DDAs self-reported as being less healthy with a higher percentage reporting that they had been diagnosed with cancer other than prostate cancer (than IAs, P <0 .05) and with heart attack or stroke (than passives, P < 0.05) (not shown in table). Passives were less likely to have a personal doctor (than DDAs and IAs, P < 0.01) (not shown in table), were younger (than IAs, P < 0.01) and less likely to have health insurance (than DDAs and IAs, P < 0.05).
Knowledge, attitudes and behaviors
As shown in Table III , at baseline IAs were more knowledgeable about prostate cancer than the other two groups (P < 0.05), and the DDAs were more knowledgeable than the passives (P < 0.05). Correspondingly, higher percentages of both IAs and DDAs than passives (P < 0.001) reported paying more attention to health topics. Passives had a more fatalistic attitude about their health than did IAs and DDAs (P < 0.05). Further, compared with IAs and DDAs, lower percentages of passives reported having had a recent PSA test (P < 0.001) and planning to get a PSA test in the next year (P < 0.01). Not surprisingly, a higher percentage of DDAs than IAs (P < 0.001) preferred greater involvement of their doctor in the PSA test decision. Compared with the other two groups, passives were less selfefficacious about communicating effectively with doctors (P < 0.01) and reported that doctors and other health care professionals less frequently listened carefully to them, explained things in a way they could understand and spent enough time with them (P < 0.05).
Predictors of health information style
Results from the multinomial logistic regression model predicting health information group indicated that IAs were more likely than passives to be older (P = 0.058), have higher education (P < 0.01), have a personal doctor or nurse (P < 0.05) and have higher self-efficacy (P < 0.001) (Table IV) . In the comparisons between DDAs and passives, DDAs were more likely to be older (P < 0.001), have a personal doctor (P < 0.01) and have higher self-efficacy (P < 0.0001).
Prior PSA information and reactions to the intervention Consistent with their higher prior knowledge levels about PSA screening, IAs reported having more information about screening before the intervention than both DDAs and passives (P < 0.05) ( Table V) .
In terms of sources of PSA information, greater percentages of IAs and DDAs than passives reported getting screening information from their doctors (P < 0.001). IAs were more likely than both DDAs and passives to report getting information from newspapers, magazines or newsletters (P < 0.05). They were also more likely than DDAs and passives to obtain screening information from the Internet (P < 0.01). IAs reported that less of the intervention information was new to them than did passives and DDAs (P < 0.05). Compared with passives, higher percentages of both IAs and DDAs reported agreeing with the information presented (P < 0.05) and being more likely to share the information with others (P < 0.05). DDAs were more likely than passives (P < 0.01) to trust the intervention information. Table VI presents the results of the generalized linear model predicting prostate cancer knowledge at baseline and 6-month follow-up. Participants who were married (P < 0.05) and had a college education (P < 0.01) received significantly higher knowledge scores. The overall interaction between time and health information style was significant (P < 0.05), indicating that participants in the different health information style groups gained and retained differential amounts of knowledge from the intervention. These findings are consistent with the findings from the larger study examining the effects of the two versions of the intervention: higher knowledge scores were significantly associated with higher education and being married and the two intervention sites experienced significant increases P. A. Williams-Piehota et al. For easier interpretation of the interaction effect and because coefficients from the interaction cannot be individually interpreted, Fig. 1 presents the model-adjusted mean knowledge scores for each health intervention style group over time. Although passives began the study with the lowest mean knowledge scores, they exhibited the greatest improvement in knowledge following the intervention. Variables reported as percentages were tested with chi-square analyses and variables reported as means and standard deviations were tested with t-tests.
Predictors of prostate cancer knowledge
a Self-efficacy index scores are the mean of responses to three items on participants' self-efficacy for communicating with doctors: getting a doctor to answer their questions and to listen to and respect their decisions (1 = 'not at all confident'; 4= 'very confident'). b Interactions with doctor index scores are the mean of responses to three items: 'During the past 12 months, how often did doctors or other health care professionals . listen carefully to you, explain things in a way you could understand, spend enough time with you?' (1 = 'never'; 4 = 'always', not including 5 = 'I haven't seen MD in past 12 months' responses). *P < 0.05, **P < 0.01 and ***P < 0.001.
Health information styles
Passives had significantly greater increases in model-adjusted mean knowledge scores from baseline to the 6-month follow-up than IAs (P = 0.01) and greater increases than DDAs, although they were not significantly greater (P = 0.06).
Discussion
This study had two primary purposes. First, we explored the utility and applicability of a previously developed health information styles segmentation strategy [25] for a study with men ages 40-80 who participated in a community-based, prostate cancer screening IDM intervention. The goal was to assess how helpful the segmentation strategy is in understanding audience subgroups so that messages can be targeted appropriately. Second, we examined whether the PSA intervention had differential effects on men depending on their health information style according to the segmentation strategy.
Application of the health information styles segmentation strategy
The health information segmentation strategy used in this study has been applied previously to a nationally representative sample. [25] . Compared with the national estimates for population prevalence of each segment, our study was skewed toward IAs (41%) and DDAs (47%), likely in large part because of the self-selection process for participating in the intervention. The age eligibility requirements for our study (aged 40-80) also may explain the lower proportion of passives (12% for DDPs and IPs combined) relative to the national study. The national study found that IPs were the youngest health information segment with a mean age of ;38 years. Thus, many passives would have been ineligible for our intervention based on their age. The sociodemographic profiles for IAs and DDAs in our study were generally consistent with findings from the national study. When we applied the health information styles segmentation strategy to our study population, we identified audience segments with distinct and meaningful profiles in terms of sociodemographic, psychosocial, health and behavioral characteristics. IAs tended to be white, to be more highly educated and to have greater baseline prostate cancer knowledge (this may be because they are more highly educated in general). DDAs were older, less healthy and more likely to have visited a doctor in the past year (perhaps because they are older and less healthy). Passives tended to be younger, not to have had a PSA test and to have lower self-efficacy related to communication with doctors and less positive interactions with doctors. These profiles are generally consistent with HINTS and other Self-efficacy index scores are the mean of responses to three items on participants' self-efficacy for communicating with doctors: getting a doctor to answer their questions and to listen to and respect their decisions (1 = 'not at all confident'; 4 = 'very confident'). *P < 0.05, **P < 0.01 and *** P < 0.001.
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research, which found that individuals with higher income and educational levels [8, 31] , health insurance [33] and chronic health conditions [8] tend to be more active health information seekers. This study does not allow us to determine why individuals falling into different health information style categories have specific profiles. Future research could explore questions such as why passives tend to report less positive interactions with doctors (e.g. is it because they are less confident in their ability to understand health information or because they place less importance on health information?). The segmentation strategy is useful because it identifies audience segments that may respond to different amounts and types of information and different message strategies and who can be reached most effectively through different communication channels. As a result, public health educators can plan and implement interventions more successfully, increasing the likelihood that people will be reached and informed [34] . For example, health information styles can be assessed with the brief 10-item assessment and then information tailored to this style can be provided to the individual whether it be in the form of educational materials or patient-provider communication in a clinical setting. Because a central component of IDM revolves around patients obtaining and understanding scientifically accurate information, passives who have low self-efficacy for health information are a group of particular importance. Discovering characteristics associated with passives can assist educators in targeting information to them in a manner that enhances their receptivity and comprehension using appropriate channels. For instance, we found that Variables reported as percentages were tested with chi-square analyses.
a Refers to the information delivered in the PSA IDM intervention. *P < 0.05, **P < 0.01 and ***P < 0.001.
Health information styles passives have lower utilization of medical appointments and thus fewer opportunities to intervene in that setting. Therefore, familiar and trusted community settings, like the ones utilized in this intervention, may be one way to reach them. The health information styles segmentation strategy is distinct from yet not in conflict with other health information seeking typologies. It is based on self-efficacy, attitudes and interactions with physicians, which makes it particularly useful for IDM interventions. Therefore, because the information seeking and scanning behavior typology of Shim et al. [24] is based solely on engagement in these two behaviors and monitoring and blunting coping styles of Miller et al. [23] tap more into preferences for types of and amounts of information and emotional reactions to information, these typologies could be seen as complementary and could potentially be used in conjunction with the health information styles segmentation strategy.
Intervention effects
Our findings indicate that the IDM intervention had a meaningful and sustained positive impact on men's knowledge about prostate cancer, particularly among passives. Passives had the least knowledge about prostate cancer before the intervention, yet exhibited the greatest knowledge at the 6-month follow-up, and therefore the greatest knowledge gain overall. These results are encouraging because they indicate that this type of community-based intervention can be successful with a hard-to-reach population (i.e. passives). It is plausible that passives benefited more from the intervention because they had less knowledge about prostate cancer to begin with. Following the intervention, passives may have been more likely to attend to related information in the media, for example, thus accounting for the sustained increase in knowledge. Self-efficacy index scores are the mean of responses to three items on participants' self-efficacy for communicating with doctors: getting a doctor to answer their questions and to listen to and respect their decisions (1 = 'not at all confident'; 4 = 'very confident'). *P < 0.05, ** P < 0.01 and *** P < 0.001.
Whereas passives were much more likely than other groups to say that the intervention information was new to them, they were also more skeptical about the information (less likely to agree with the information, trust the information, say they would share the information with others).
Study limitations
The present study had several limitations. First, almost 90% of our study population was classified as actives (IAs and DDAs). Given the small numbers of men classified as IPs and DPs, we had to combine these groups into a single passive category for the purpose of analyses. As a result, we were unable to explore possible differences in profiles between men having these two different passive health information styles. In particular, we could not examine the main difference between these two groups-the extent of their dependence on their doctor for medical decision making and health information-and its implications on PSA-related knowledge, attitudes and behaviors. We were also unable to assess the differential intervention effects for IPs and DDPs. Second, our sample was limited to participants who attended a community-based intervention and responded to a 6-month follow-up survey, and they tended to be white, have a college degree or more, be insured and have a personal doctor. To further our understanding of how IDM interventions affect knowledge and other outcomes across participants having different health information styles, it will be beneficial to conduct studies with more inclusive samples. Further, men who were younger, less educated, black and who did not have a personal doctor were more likely to drop out of the study by the 6-month follow-up. This differential dropout could have skewed the findings from our analyses predicting prostate cancer knowledge. However, all these variables were controlled for in our analysis and, of them, education was the only significant predictor.
Although the community-based IDM intervention demonstrated positive effects on participants' knowledge, the study design does not allow us to determine which specific elements or characteristics of this multifaceted intervention positively influenced participants' knowledge (i.e. physician presentation, question and answer session, video and print materials). The intervention was designed to be provided as a whole with the different elements reinforcing and complementing each other. However, based on structured observations at the community intervention sessions, the physician presentation appeared to be the most engaging component of the intervention and the video also drew significant interest.
Implications for interventions and future research
Even with these considerations, our study findings provide insight into interventions for audiences with differing orientations to health information. First, we emphasize that a community-based intervention can successfully reach passives-men who may otherwise be less likely to seek out such information-and improve their knowledge. The community-based nature of the intervention, which was conducted within familiar and trusted faith-based and fraternal organizations and potentially among friends and acquaintances, may have enabled us to reach passives better than other intervention models (e.g. in provider settings). Our findings show some support for this hypothesis; for instance, passives are just as likely as others to get health information from family members, friends or coworkers, but less likely to get it from health care professionals, Web sites or brochures. The findings underscore the importance of understanding audiences' health information styles when developing and implementing public health interventions. The health information styles segmentation strategy used for this study offers a viable framework for segmenting audiences and developing health communication messages and campaigns.
An intriguing area of research related to this study is whether and how an individual's health information style changes over time and as a result of IDM and other interventions. Because we did not assess health information styles other than at baseline, we cannot determine if the intervention influenced participants' health information stylethat is whether they moved from a more passive to Health information styles a more active style or vice versa. To gain an understanding of health information styles over time-that is whether an individual's style tends to be static or changes with age or in response to health concerns or other factors-longitudinal studies are needed. An important focus for such research will be on evaluating the impact of IDM and other interventions. By assessing participants' health information styles before and after an intervention and incorporating long-term follow-up, evaluations can identify intervention strategies that help consumers to become more actively engaged with health information and decision making in accordance with their individual preferences.
